Introduction {#S0001}
============

The Expanded Program on Immunization (EPI)^[1](#CIT0001)^ has had a profound impact on reducing the burden of vaccine-preventable diseases (VPDs) in low- and middle-income countries (LMICs).^[2](#CIT0002),[3](#CIT0003)^ Despite progress in increased reach to more children with life-saving vaccines, there has been a stagnation in the proportion of children under one year of age who received three doses of diphtheria-tetanus-pertussis vaccine (DTP3) in the past decade. The World Health Organization (WHO) estimated that approximately 86% of infants were vaccinated with DTP3 globally in 2018,^[4](#CIT0004)^ similar to the level of 84% coverage in 2010. DTP3 coverage remains lower in Africa (76%) and Eastern Mediterranean (82%) regions compared to all other WHO regions (87%-94%). These two regions have more than half of the nearly 20 million children globally who are either under-vaccinated or unvaccinated.^[4](#CIT0004)^

Some caregivers delay or refuse to vaccinate their children even when immunization services are available^[5](#CIT0005)-[8](#CIT0008)^ for various reasons that can be contextual (e.g. historical influences, religious and cultural beliefs), individually-driven (e.g. lack of awareness, knowledge gaps, negative vaccination experience, lack of perceived benefits), and vaccine- or vaccination-specific (e.g. adverse events following immunization, administration of multiple vaccines at a single visit, concerns about new vaccine introduction, distrust in vaccine manufacturer).^[9](#CIT0009)^ In 2019, the WHO declared vaccination delays and refusals linked to vaccine hesitancy among the top-ten global health threats.^[10](#CIT0010)^ While vaccine hesitancy undoubtedly poses a threat to maintaining optimal global vaccination coverage necessary to achieve herd immunity against VPDs, access constraints, social inequities, and other systems-related weaknesses also pose serious challenges to both vaccination demand and uptake in many LMIC contexts.

Social mobilization is a key health promotion strategy used by LMICs to create and sustain demand for the routine immunization programs offered at the health facilities or at other sites (e.g. schools) as well as during supplemental immunization activities (SIAs). As part of VPD eradication and elimination strategies (such as for Polio and measles), SIAs may also be administered after disease outbreaks. The design and quality of implementing social mobilization for immunization vary across and within countries.

Based on a comprehensive review, Rogers et al. define social mobilization as the "effort to marshal many people to perform behaviors that impose a net cost on each individual who complies and provides negligible collective benefit unless performed by a large number of individuals."^[11](#CIT0011)^ Definitions of social mobilization in public health also center around collective action to achieve the desired health outcome.^[12](#CIT0012)^ United Nations Children's Fund (UNICEF) defines social mobilization as "a process that engages and motivates a wide range of partners and allies at national and local levels to raise awareness of and demand for a particular development objective through dialogue."^[13](#CIT0013)^ Taken together, we suggest that social mobilization for immunization is the collective effort by diverse stakeholders to ensure optimal vaccination uptake in a target population by generating and sustaining demand for vaccines, using community-based participatory approaches. It should be recognized that social mobilization is only one of many strategies that can contribute to creating demand for vaccinations. Planning and implementing social mobilization for immunization may vary when done for routine immunization, SIAs, humanitarian emergencies, VPD outbreak responses, and new vaccine introductions.

In this commentary, we synthesize illustrative evidence on successful social mobilization efforts promoting the uptake of immunization services in select LMIC settings. We then critically examine recurring challenges faced when implementing social mobilization. Finally, we offer practical recommendations to improve social mobilization for immunization in LMICs.

Examples of social mobilization strategies and lessons learned {#S0002}
==============================================================

We describe the following examples to illustrate lessons learned: 1) Sierra Leone's use of social mobilization to drastically increase routine immunization coverage during the Universal Child Immunization (UCI) initiative in the 1980s; 2) India's establishment of a social mobilization network to support polio elimination in high-risk communities; 3) the complexities of social mobilization in a humanitarian emergency during the 2017--2018 diphtheria outbreak among displaced Rohingyas in camps and settlements in Bangladesh; and 4) examples of human papillomavirus (HPV) vaccine introductions targeting pre-adolescent and adolescent girls in several countries.

Sierra Leone's universal child immunization initiative experience {#S0002-S2001}
-----------------------------------------------------------------

In 1977, the World Health Assembly adopted the UCI initiative that called for all countries to vaccinate every child against tuberculosis, polio, diphtheria, pertussis, tetanus, and measles by 1990.^[14](#CIT0014),[15](#CIT0015)^ Just four years away from the UCI target date, coverage of the six antigens was abysmally low at 6% in Sierra Leone.^[16](#CIT0016)^ Lagging behind other African countries and the rest of the world, there was enormous pressure on the country to improve the situation. The government's response -- with technical and financial support from UNICEF and partners -- was to ramp up social mobilization in all 14 districts, down to the chiefdom and community levels. The intensified social mobilization efforts contributed to increasing coverage of the six antigens to 75% by 1990, which further led to decreased mortality rate of children under the age of five years.^[16](#CIT0016),[17](#CIT0017)^ So how did social mobilization contribute to the UCI success in Sierra Leone?

Prior to social mobilization efforts, interventions that had focused solely on vaccination service delivery failed to achieve UCI targets in 1986. To inform effective interventions, a national survey was conducted to assess the public's knowledge, attitudes, and practices related to immunization.^[14](#CIT0014)^ Results from the survey informed the design and implementation of a large-scale social mobilization intervention that galvanized diverse community stakeholders to support routine immunization. Religious leader engagement was a central pillar of the social mobilization strategy, including the formation of faith-based action groups that comprised Islamic and Christian leaders. Imams and pastors used relevant verses from the Qur'an and Bible to promote childhood immunization messages to community members in mosques, churches, and other community venues. The government and UNICEF also engaged traditional chiefs extensively to organize community-level immunization promotion events and vaccination outreach services. Partnerships with the media were further leveraged in promoting vaccination. Unfortunately, progress made in the country's immunization program was derailed by a devastating civil conflict in subsequent years (1991 to 2002), with DTP3 coverage dropping below 50% in 1999 at the peak of the conflict.^[18](#CIT0018)^ From 2014 to 2015, the country was again challenged by a large outbreak of Ebola Virus Disease^[19](#CIT0019)^ that took an adverse toll on primary health care services, resulting in decreased uptake of childhood immunization services.^[20](#CIT0020)^ Community action groups formed during UCI were revitalized and repurposed to mount a nationwide social mobilization campaign to promote Ebola-protective behaviors across all 14 districts.^[21](#CIT0021)^

At the end of the Ebola outbreak, the mobilization platforms used for the response were then adapted and extended to support social mobilization efforts for routine immunization and supplementary campaigns. For instance, the platform has since been used to support several polio and measles SIAs, the introduction of measles-rubella vaccine, and the promotion of routine childhood immunization.^[22](#CIT0022)^ Long-term sustainability of this platform to support routine immunization programs may be derailed without the appropriate funding, planning, and integration into health systems beyond outbreak response and campaigns. Funds for social mobilization may be more readily available during outbreak response compared to routine immunization promotion efforts.

India's social mobilization network for Polio {#S0002-S2002}
---------------------------------------------

In India, the Social Mobilization Network (SMNet) was established -- in 2002 in Uttar Pradesh and 2005 in Bihar -- to support polio elimination with emphasis on areas that were considered high risk for polio transmission and had demonstrated frequent refusal of vaccination.^[23](#CIT0023)^ SMNet trained and engaged more than 6,000 social mobilizers of whom 90% were women. Mobilization strategies were grounded in evidence-based communication and microplanning and comprised the use of mass media, print materials, house-to-house dialogs, peer-support groups and the training and mobilization of community influencers, including traditional and religious leaders.^[24](#CIT0024)^

Monitoring data suggested that exposure to social mobilization messages and the quality of social mobilization implemented through SMNet were associated with enhanced SIA outcomes.^[25](#CIT0025)^ Beyond polio, one study revealed that a mother's exposure to SMNet's intervention was associated with an increased likelihood of her child receiving at least one dose of DTP in the routine immunization schedule. SMNet's social mobilization strategies were continuously refined, using insights from various social behavioral assessments.^[26](#CIT0026)^

While successful in contributing to polio elimination, the SMNet platform in India has faced a myriad of challenges in transitioning over to largely supporting the achievement of routine immunization outcomes across India, particularly in the southern states where the SMNet platform was not as well-developed. Leveraging social mobilization networks that were originally established by polio eradication initiatives to improve the uptake of routine immunizations offered in health facilities has been difficult. This is a common global challenge for many countries, particularly for those who once had robust polio eradication structures.

Rohingya humanitarian emergency in Bangladesh {#S0002-S2003}
---------------------------------------------

The 2017--2018 diphtheria outbreak in camps and settlements for displaced Rohingyas in Bangladesh^[27](#CIT0027)^ highlights some of the complexities in conducting social mobilization for immunization in a humanitarian emergency setting among a population with previously low or unknown vaccination history. In November 2017, suspected cases of diphtheria were detected among children in camps and settlements in Cox's Bazar district. By January 2018, there were over 4,000 suspected cases and 30 deaths.^[28](#CIT0028),[29](#CIT0029)^ Several rounds of vaccination campaigns were conducted as part of the outbreak response efforts. The first campaign round of the diphtheria-containing vaccine reached approximately 80% of the targeted children population based on administrative coverage data.^[30](#CIT0030)^ Shortfalls of the target coverage of 95% during the first round were partly attributed to suboptimal social mobilization. Community mobilizers were used primarily on the days of the campaign to disseminate reminders by megaphones and help identify eligible children to be brought to the fixed vaccination sites. Following the first campaign round, the U.S. Centers for Disease Control and Prevention supported the UNICEF and partners to conduct a rapid behavioral assessment that uncovered various barriers to campaign participation, including religious concerns about vaccines and vaccination, safety concerns, such as worrying about receiving multiple vaccines at once, and perceived lack of sensitivity to gender norms during vaccination (e.g. the lack of female vaccinators to vaccinate girls).^[31](#CIT0031)^

Results from the assessment were used by outbreak response partners to guide the revamping of social mobilization efforts in subsequent vaccination campaigns in the camps. For instance, radio messages were revised to address vaccination concerns. Trusted leaders including religious leaders and appointed camp leaders were identified and engaged to promote vaccination in their community. Model Mothers were respected women elders previously trained by UNICEF to operate Community-based Information Centers in the camps, and they were trained to answer questions about vaccination concerns to promote vaccinations. Given religious and cultural norms prohibiting adolescent girls from interacting with men outside of their families, additional efforts were made to increase the number of female vaccinators. Improvements in social mobilization during subsequent campaign rounds may have contributed to higher diphtheria vaccination coverage (\>90% for both the second and third campaign rounds compared to 80% in round one based on administrative data).^[30](#CIT0030)^

Introductions of the human papillomavirus vaccine {#S0002-S2004}
-------------------------------------------------

The HPV vaccine that targets adolescent girls has been successfully introduced in diverse LMIC settings, using various strategies that contributed to high uptake and completion of the three-dose series. Systematic reviews of lessons-learned from numerous evaluations of the HPV vaccine introductions in LMICs identified positive messages, focusing on the prevention of cervical cancer as the dominant reason for pursuing vaccination among both caregivers and girls.^[32](#CIT0032),[33](#CIT0033)^ Caregivers often had concerns about HPV vaccine safety and potential effects on the future fertility of their daughters. These concerns should be addressed proactively in social mobilization leading up to the HPV vaccine introduction.^[32](#CIT0032)^ Initiating social mobilization early, developing ongoing interactive communication campaigns with parents and guardians that addressed emerging rumors early were more effective than non-interactive communication campaigns.^[33](#CIT0033)^ Additional factors identified for successful social mobilization were endorsement and support from national governments and having prepared crisis communication plans with clearly defined messages and roles for rapid response when needed.^[32](#CIT0032)^

One study used household surveys to examine the effect of communication strategies on the HPV vaccine uptake among eligible girls in select demonstration project sites in Uganda and Vietnam.^[34](#CIT0034)^ Caregiver exposure to community influencers was associated with high HPV vaccine uptake rather than exposure to traditional information channels (e.g. posters, radio programs, and television programs). Best results were achieved when caregivers spoke with a wide range of social influencers before vaccination, including trained personnel (health care workers and particularly teachers) in addition to family, community or religious leaders. The need to use comprehensive communication strategies that pay specific attention to key social influencers, as opposed to traditional educational materials and activities, was corroborated in a qualitative study in Vietnam^[35](#CIT0035)^ and have also been found in high-income settings.^[32](#CIT0032)^ In Tanzania, results of a case-control study revealed that most caregivers and girls who initially did not accept the HPV vaccination, indicated that they would have accepted it if they had been given another chance to do so. This finding highlights the need for social mobilization efforts to make it clear that there are future opportunities to receive the HPV vaccine for those who initially declined.^[36](#CIT0036)^ Mobilizing 'credible influencers' should start early to allow caregivers time to consult sources who are well-informed to guide their decision-making.^[33](#CIT0033)^ Credible influencers included health-workers, teachers, community or religious leaders, and influential family members, members of royalty, wives of elected leaders, political leaders, and entertainers.

Recurring challenges in social mobilization for immunization {#S0003}
============================================================

As in other public health programming, social mobilization for immunization should be guided by a clear, data-driven strategy that is centrally positioned within the broader program.^[37](#CIT0037)^ However, this often does not occur. In our experience, some of the underlying reasons behind the poor implementation of social mobilization for immunization in LMICs include failures to sufficiently integrate social behavioral science expertise into the immunization workforce, inadequate funding for social mobilization, poor planning, and weak evaluation systems for social mobilization. These underlying reasons are further described below. In addition, we summarize recurring challenges faced in social mobilization for immunization in four specific settings (routine childhood immunization, SIAs, humanitarian emergencies and outbreaks, and introducing, piloting, or testing of new vaccines) and provide illustrative mitigation strategies in [Table 1](#T0001).10.1080/21645515.2019.1661206-T0001Table 1.Summary of major threats to social mobilization for immunization and mitigation strategies across four contexts.Major Threats^&^Mitigation Strategies^&^Routine childhood immunizationLack of or outdated demand strategy at national and sub-national levelsOne-off social mobilization (SM) activities and poor planningOutdated or no micro-plans for SM, leading to suboptimal outreach, especially in hard-to-reach areas or for transient populationsOutdated or no monitoring and evaluation frameworkInadequate or no specific budget for routine demand promotion and SMDevelop/update demand strategy that articulates the role of SM^[40](#CIT0040)^At a minimum, implement Reaching Every District guidelines for SM, microplanning and recurring engagements with the community stakeholders.^[41](#CIT0041)^Develop/update national and district-level monitoring and evaluation plans for SM.Determine and allocate an appropriate budget for social mobilization based on a clear action plan linked to an overall demand strategy.Supplementary immunization activitiesCommunities may end up having "campaign fatigue" and see limited personal or public benefit in repeated campaigns^[42](#CIT0042)^People may not understand the differences between doses received during campaigns and routine immunizationSIAs vaccinate many people at once, increasing the likelihood of serious adverse events occurrence following immunization (AEFIs), especially in clusters, causing vaccine safety concerns in the community^[43](#CIT0043)^Sustain mobilization of a wide coalition of stakeholders to prioritize high coverage among target population during the campaign and help achieve targets as well as preventing outbreaks^[44](#CIT0044)^SIA messages during social mobilization should articulate to caregivers the need to continue with the regularly scheduled doses in the routine scheduleEnsure vaccine safety is addressed in social mobilization events, and that caregivers know how to report AEFIsHumanitarian emergencies and outbreak settingsUnknown or incomplete immunization history of the affected populationPopulation may not have been socialized to vaccination benefitsContext can deprioritize immunization over more pressing health, security, and livelihood concernsUse existing community leadership structures to build confidence and trust in vaccines among^[45](#CIT0045)^Use social mobilization and immunization activities adapted for difficult contexts (e.g. health days for multiple health services or entering the community on days of tranquility)^[46](#CIT0046)^Conduct social mobilization and immunization at gathering points (e.g. places of worship, food distribution centers, and recreational events)Introducing, piloting, or testing of new vaccinesLow perceived risk of the disease prevented by the vaccine or prevention benefits not resonating^[47](#CIT0047),\ [48](#CIT0048)^Safety concerns of a new vaccine, especially unlicensed vaccinesThe new vaccine may be partially effectiveThe new vaccine may only be available for sub-populations and/or targets an age group not currently served by the immunization program^[49](#CIT0049)^Challenges with inter-ministerial collaborations when introducing a new vaccine, requiring involvement of multiple government ministries.Develop, test, and refine SM messages to articulate the benefits of the new vaccine and health risks if left unvaccinatedUse qualitative approaches to get a deeper understanding of the safety or efficacy concerns and identify appropriate messages and trusted messengers to communicate the safety profile of the vaccine, using plain language^[31](#CIT0031),\ [50](#CIT0050)^Prevent misinformation by clarifying who is eligible and who is not and why to address misinformation^[50](#CIT0050)^Consider policy updates required to successfully target social mobilization at new locations (e.g. schools) and with new populations (e.g. adolescents).[^1]

Failures to integrate social science expertise into the immunization workforce {#S0003-S2001}
------------------------------------------------------------------------------

Many immunization programs may not have dedicated staff to lead the planning and implementation of promotion including social mobilization activities to create demand. In most cases, staff from health promotion units within ministries of health may be assigned to support SIA social mobilization activities on an ad-hoc basis. Staffing and human resource considerations should be prioritized to ensure that the appropriate mix of personnel with diverse skills and expertise in social behavioral sciences are involved in mobilizing communities and stakeholders from national, and down to the community levels. During various social mobilization efforts for immunization, there is often an over-reliance on print materials and poorly trained community mobilizers who use simple awareness-raising approaches such as one-way messaging via megaphones. While some of these strategies may be necessary to raise basic awareness of immunization services, they are fundamentally inadequate to foster resilient vaccination demand whereby communities have ownership of immunization services.

Inadequate funding {#S0003-S2002}
------------------

In our view, the lack of consistent, adequate funding to design, implement, and evaluate social mobilization for immunization is another underlying reason for suboptimal mobilization. Appropriate financing to support high-quality social mobilization is vital for improving vaccination uptake in LMICs. Limited evidence exists on the resources needed to support effective social mobilization for routine immunization or SIAs. Many of the budgets that cover social mobilization are allotted for polio and measles SIAs. The example from the UCI experience in Sierra Leone was quite unusual in that the budget for social mobilization was always at least 10% of the national EPI budget and even went as high as 25% in some years.^[14](#CIT0014)^ In India, social mobilization constituted approximately 7% of the total immunization expenditure in 2012.^[38](#CIT0038)^ Among the few studies that examined successful HPV vaccine introduction project costs, social mobilization expenditures were substantial and accounted for a large proportion of the overall start-up costs -- ranging from one-half in Uganda, two-thirds in Peru and three-quarters in Vietnam.^[32](#CIT0032)^ Despite the collective evidence of the potential return-on-investment that adequately funded and well-planned social mobilization can yield, it is still common for immunization programs to lack a dedicated budget line for social mobilization, except during SIAs and outbreak responses.

Poor planning {#S0003-S2003}
-------------

Many social mobilization efforts in immunization lack the necessary planning needed for successful implementation; and if plans are available, they are usually not integrated into the broader EPI planning processes. A behavior change communication and demand generation strategy should be developed and refined over time based on available research, observations and experiences from past efforts, and sufficient community input to develop content and approaches that are specific to local contexts and relevant and accessible to community members. Equally important, an operational plan that spells out all logistical components of the social mobilization strategy must be developed in close collaboration with the larger EPI team.

Weak monitoring and evaluation systems {#S0003-S2004}
--------------------------------------

Finally, even though an outcome evaluation for social mobilization is costly and complex,^[39](#CIT0039)^ leveraging existing assessments (e.g. vaccination coverage surveys) and EPI program data should be considered to measure the contributions of social mobilization. At a minimum, a process evaluation of social mobilization efforts should be conducted to identify implementation bottlenecks. Rapid qualitative assessments can be powerful tools to quickly generate a deeper understanding of the behavioral and social drivers of vaccine demand and uptake, which may contribute to planning more successful social mobilization strategies.

Looking to the future {#S0004}
=====================

Social mobilization approaches that use data-driven messages and engagement approaches, trusted messengers, and preferred channels of receiving information and promoting action within the population should be prioritized in creating resilient vaccination demand in LMICs. Trusted people from local communities should be engaged in promoting vaccination using existing structures where people worship, learn, and play in their communities. Such engagements should be done on an ongoing and participatory basis to foster community ownership of the immunization services. Moreover, when adjusting to increased urbanization occurring in LMICs, immunization programs need to adapt novel mobilization strategies that are responsive to these demographic changes.

To support quality implementation and building of demand promotion systems for routine immunization, programs may have to consider allocating a minimum budget threshold for social mobilization and other related demand creation activities so that these do not become an after-thought. Greater financial investments in demand creation for immunization in LMICs is critical for achieving global immunization outcomes, such as attaining at least 95% vaccination coverage of two doses of measles-containing vaccine in all countries. In turn, to demonstrate value-for-money and effectiveness in increasing vaccine uptake, more rigorous approaches and methods are needed to evaluate social mobilization efforts for immunization.

Demand promotion should be carefully linked and coordinated with the service delivery to ensure that immunization services are responsive to communities and culturally appropriate. Otherwise, efforts may lead to community frustration, which may negatively affect vaccination demand and broader health outcomes. Social mobilization for immunization is likely to succeed when it is not implemented as an after-thought but rather conceived and implemented as a centrally positioned effort with a clear, evidence-based strategy that is fully integrated within broader immunization and health systems.
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[^1]: ^&^Threats and mitigation strategies may be overlapping across the four contexts. For example, while adverse events following immunization also pose a threat to routine immunization, such threats are more pronounced during SIAs.
